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ADHD Medication Guidelines: Are You Following Up?
Anne Carroll Fernandez, MD, MBA

Does this scenario sound familiar? You explained your 
diagnosis and recommendations for a patient with attention 
deficit hyperactivity disorder (ADHD) and provided education 
regarding possible medication side effects. You meticulously 
documented your discussion and receipt of informed consent 
for a medication trial. You request that the patient returns to 
the clinic in three to four weeks for medication management. 
But what happens when your patient goes to your receptionist 
to schedule the return appointment? Are your patients following 
up with you within an adequate timeframe? Do you find that 
you are calling in, or leaving for pick-up, prescriptions without 
seeing the patient within the time periods recommended?

To ensure the patient will attend follow-up visits, here are 
three things you can do before they leave the initial office visit: 

1. Limit the first prescription to a 14- or 21-day supply to 
make sure they visit before another refill. 

2. When the initial prescription is written, schedule the 
follow-up visit to occur within the next two to three  
weeks, leaving a few days available to reschedule the 
appointment if necessary.

3. In addition to scheduling the follow-up visit, schedule a 
back-up for within 30 days in case of a cancellation.

We understand physician offices may need support when it 
comes to following up with patients, so we are increasing 
collaborative efforts with our provider practices. The 
behavioral health department 
tracks members who are 
newly prescribed ADHD 
medications and sends 
educational letters to 

their prescribers, in addition to a reminder to schedule 
follow-up visits as recommended by the American Academy 
of Pediatrics’ Clinical Practice Guideline for the Diagnosis, 
Evaluation, and Treatment of Attention-Deficit/Hyperactivity 
Disorder in Children and Adolescents. This follow-up visit can 
be used to discuss side effects, monitor vital signs such as 
blood pressure, and talk about changes in behavior.

CDPHP® also offers an ADHD toolkit, which includes an 
appointment tracker for parents’ use. To locate this handy 
resource online, go to www.cdphp.com and search for ADHD 
Toolkit: Patient Guide and Appointment Tracker. You may 
also request copies through your CDPHP provider relations 
specialist. If you have questions or need to know more about 
ADHD care, please call the CDPHP Behavioral Health Access 
Center at 1-888-320-9584.

To access ADHD guidelines, please visit the Behavioral Health 
Access section on www.cdphp.com/providers/programs. For 
additional information, please see the information available 
at www.ncqa.org under the HEDIS quality measure ADD.

As an important member of the treatment team, we appreciate 
your care and support of families with a member with ADHD. 
We also appreciate your care and support of children/adolescents 
when it comes to managing their ADHD, including scheduling 
important follow-up visits. 

CARA Update 07
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Case Management 
Success Story 
Upon being released from prison, 
a CDPHP member was referred for 
behavioral health case management 
services by his primary care provider 
(PCP). He reported various stressors 
in his life, in addition to feeling 
overwhelmed, anxious, and depressed. 
A behavioral health case manager was 
able to meet with the member several 
times at his PCP’s office to connect him 
with outpatient mental health services. 
Medical case management also got 
involved to help the member re-establish 
himself with medical providers in 
his community, all while keeping the 
member’s PCP informed. Since the 
member wanted to find employment and 
secure, stable housing, a referral to his 
local health home agency was made. 

Currently, the member is attending his 
medical and mental health appointments. 
He reports that being connected to 
mental health services has been helpful 
in navigating his transition back home. 
He also continues to work closely with 
his health home case manager, and is 
focusing on finding employment and 
obtaining his own housing. 

Gambling Addiction Help
The Center for Problem Gambling provides 
counseling and support services to people 
who need help with a gambling disorder. 
They offer a range of services, including 
assessments, individual and family 
counseling, and recovery coaching. If you 
have a patient with questions or want to 
know more about the center, please call 
(518) 462-6531 or the CDPHP Behavioral 
Health Access Center at 1-888-320-9584.

A Word about Accurate Coding 
and Record Cloning
CDPHP follows CMS guidelines regarding the criteria used for paying 
claims. These guidelines state that medical necessity is the standard 
for payment, in addition to the individual requirements of a CPT code. 
It would not be medically necessary or appropriate to bill a higher level 
of service when a lower level is warranted. For example, a patient with 
a boil would not necessitate a CPT code that reflects a higher level  
of complexity.

CDPHP reserves the right to request medical documentation at any 
time for retrospective review and may deny or down-code any CPT 
service that does not meet the key work component requirements 
for the code billed or the medical necessity dictated by the patient’s 
condition. CDPHP may also deny or down-code services when it is 
determined that electronic medical record (EMR) cloning was used 
inappropriately. Documentation is considered cloned when each entry 
in the medical record is worded exactly or similar to previous entries. 
Record cloning is considered a misrepresentation of the medical 
necessity requirement for coverage of services.

REFERRING PATIENTS FOR STABILIZATION SUPPORT 
The Rehabilitation Support Services, Inc. Capital District Stabilization 
and Support Program (CDSS) is a resource available to adult members 
18 years of age and older to assist with hospital step-down and/or 
hospital diversion. In addition to the age requirement, participants 
must be able to return to their permanent residence, must be in a 
situational crisis, or are trying to manage their crisis by using their 
coping skills but need additional support. Referrals can be made to 
Jennifer Edmonds at the CDSS during business hours, Monday through 
Friday, by phone at (518) 407-0240 or by fax at (518) 407-0241.

The POAM is Available on www.cdphp.com 
The CDPHP website offers many resources for your use, including the 
Provider Office Administrative Manual (POAM), clinical guidelines, 
HEDIS information and tip sheets, and CDPHP policies. 

CDPHP is pleased that you are part of our growing network of caring 
professionals. We have a proactive program to help you coordinate 
the care of our members. By understanding our expectations and 
guidelines, you can streamline the process and ensure timely 
reimbursement for your services. The POAM provides your office with 
the following resources to help you get started:

 f Sample member ID card 
 f Information on participating labs and our drug formulary 
 f Contractual expectations and treatment reporting 
 f The Exchange of Information form
 f CPT coding and claim submission 
 f Mandated autism services 
 f Important CDPHP phone numbers 
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Behavioral Health Access Standards
The CDPHP behavioral health staff is available 24 hours a 
day, seven days a week, to facilitate inpatient admissions. 
CDPHP network providers are required to ensure that 
members have access to care within the following 
standards*:

 f Emergency – immediate access (may be referred to the ER) 

 f Care for non-life threatening emergency – within six 
hours (may be referred to the ER)

 f Urgent appointment – within 48 hours 

 f Non-urgent initial appointments – within 10 business days

 f Non-urgent routine appointments – within 20 business days 

 fMental health or substance abuse ambulatory 
appointment – within seven days of request/discharge 

 f After-hours access – telephone response within one hour

The behavioral health utilization management (UM) 
process includes triage and referral, as well as prospective, 
concurrent, and retrospective review of the services 
delivered to our members. Plans offered on the exchanges 
resulting from the Affordable Care Act (ACA) often have 
higher deductibles. It is important to verify the member’s 
benefit and inform them of copays and deductibles prior 
to recommending treatment. The Behavioral Health Access 
Center can assist you with verifying benefits and locating 
services for members who are in adherence with access 
standards. Call 1-888-320-9584, Monday through Friday,  
8 a.m. to 6 p.m. 

Participating providers can also verify benefits online by 
logging into www.cdphp.com. If you have not registered 
for an account, please do so at your earliest convenience. 
The provider site offers you convenient, around-the-clock 
access to data on member eligibility, claims status, practice 
guidelines, the Provider Office Administration Manual, and 
much more.

* If you cannot comply with these standards, please notify our  
access center so we can provide our members with timely  
access to care by directing them to other providers.

Members value timely access to care. CDPHP monitors 
behavioral health practitioner appointment accessibility to 
determine whether members receive timely appointments 
based on the severity of their illness. Access is measured 
annually against CDPHP standards, and the behavioral 
health department initiates action as needed to improve. 

Recently, a survey that asks about your patients’ access 
to routine initial visits, routine follow-up visits, and urgent 
appointments may have been sent to you. We would 
appreciate it if you would take the time to fill out the survey 
and return it in the envelope provided. Your participation 
will help us determine how our network is doing. The survey 
is voluntary – your contract will not be affected if you choose 
not to participate.

Survey questions are asked once for each office selected 
and data is recorded for open appointments, regardless  
of practitioner. All responses will be analyzed and reported 
to quality improvement committees and will be kept strictly 
confidential. 

We hope you will take this opportunity  
to tell us about your experiences.  
If you have questions about filling  
out the survey, please email  
BHInsider@cdphp.com. 

Access and Availability Survey
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Changes to Medicaid Behavioral Health Benefits
On July 1, 2016, changes to the behavioral health program began for Medicaid adults over age 21.  
Most behavioral health services that were once fee-for-service Medicaid have moved into managed care 
(e.g., outpatient substance use disorder services). The program includes two components: new benefits 
for some Medicaid members with moderate needs and the creation of a new Medicaid product, called 
the Health and Recovery Plan (HARP), for those needing more intensive services.

HARP members who meet additional need-based criteria will be eligible for an enhanced benefit package 
of behavioral health home and community-based services (HCBS). Enhanced HCBS benefits include:

Psychosocial Rehabilitation (PSR)
PSR services are designed to assist the individual with 
compensating for or eliminating functional deficits and 
interpersonal and/or environmental barriers associated with  
their behavioral health condition. The intent of PSR is 
to restore the individual’s functional level to the fullest 
possible and as necessary for integrating the individual 
as an active and productive member of his or her family, 
community, and/or culture with the least amount of ongoing 
professional intervention.

Community Psychiatric Support and 
Treatment (CPST)
CPST is a goal-directed and solution-focused intervention 
designed to achieve identified objectives as set forth in the 
individual’s treatment plan. CPST is a face-to-face mediation 
with the individual, family, or other supports.

Empowerment Services - Peer Supports
Peer support (PS) services focus on rehabilitation and 
recovery, promote skills for coping with and managing 
behavioral health symptoms, facilitate the use of natural 
resources, and encourage recovery-oriented principles such 
as hope, self-efficacy, and community living skills. 

Habilitation Services
Habilitation services are typically provided on a 1:1 basis 
and are designed to assist participants with a mental health 
or mental health co-occurring diagnosis with acquiring, 
retaining, and improving communication, self-help, domestic, 
self-care, and socialization skills; fine and gross motor skills; 
mobility; personal adjustment; relationship development; 
using community resources; and developing adaptive skills to 
reside successfully in home and community-based settings.

Short-term Crisis Respite
Crisis Respite is a short-term care and intervention strategy 
for individuals who have a mental health or co-occurring 
diagnosis and are experiencing challenges in daily life that 
create imminent risk for symptoms that cannot be managed 
in the person’s home without on-site support.  

Intensive Crisis Respite
Intensive Crisis Respite (ICR) is a short-term, residential 
care and clinical intervention strategy for individuals who 
may be a danger to themselves or others or have a mental 
health or co-occurring diagnosis and are experiencing acute 
escalation of mental health symptoms. Individuals in need 
of ICR are at imminent risk for loss of functional abilities and 
raise safety concerns for themselves and others.   

Family Support and Training
This service provides the training and support necessary 
to ensure family engagement and active participation 
in the treatment planning process and the ongoing 
implementation and reinforcement of skills learned 
throughout treatment. For purposes of this service, “family” 
is defined as the persons who live with or provide care 
to a person, and may include a parent, spouse, children, 
relatives, foster family, or in-laws.

Non-Medical Transportation
Non-medical transportation services are offered in addition 
to any medical transportation and enable participants to 
access authorized Home and Community Based Services 
that help them integrate more fully into the community. 

Individual Employment Support Services
Individual employment support services are person-centered 
services that help participants learn and maintain a new 
job in a competitive employment or self-employment 
arrangement.

Education Support Services
Education Support Services may consist of general adult 
educational services, including community college and 
university, or other college-level courses, classes, and 
tutoring to receive a Test Assessing Secondary Completion 
(TASC) diploma, and support to participate in an 
apprenticeship program.  
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Outpatient Psychiatric 
Services Guidelines
Outpatient psychiatric services must 
be reasonable and necessary for the 
diagnosis or treatment of the patient’s 
condition. Psychiatric and substance 
use disorder services must be rendered 
by individuals licensed, or otherwise 
authorized by the state in which they 
practice, and qualified to perform these 
services. Approved CDPHP providers 
include:

 f Licensed physicians (MD/DO) 
 f Licensed clinical psychologists
 f Licensed clinical social workers 
(LCSW-R in New York state)

 f Licensed psychiatric nurse 
practitioners (NPP)

 f Licensed mental health counselors
 f Licensed marriage and family 
therapists

 f NYS OMH or OASAS clinic-approved 
providers

CDPHP follows CPT guidelines regarding 
time-based services, except for family 
therapy. Please note that for family 
therapy, with or without the patient, 
CDPHP requires a minimum of 45 
minutes. For all psychotherapy services, 
including family therapy, CDPHP 
requires that start and stop times are 
documented.

For more information, consult chapter 
18 of the CDPHP Provider Office 
Administration Manual, found on the 
CDPHP provider website by navigating to 
Providers  Get Your Job Done  Office 
Administration Manual. 

Support Groups Can Play a Role
The work of a therapist has become more challenging than ever as people 
seek therapy for situations ranging from major mental health diagnoses to 
simply needing help coping with the stresses of everyday life. 

Please consider using supportive resources within the community or online 
whenever appropriate. A support group or forum can help accelerate 
a course of therapy and provide ongoing peer support after the formal 
course of therapy has ended. These groups can help not just the person in 
therapy, but often family and loved ones, and are not constrained by the 
limitations of a participant’s health insurance coverage.

Websites, newspapers, local community publications, hospice,  
and hospitals can be rich sources of information. The website  
www.mentalhelp.net/selfhelp can also be helpful when trying to  
search for support groups in any geographic area. Another excellent peer 
support group resource is www.supportgroups.com.

Below is a list of groups in the Capital Region that address frequently 
encountered treatment issues.

Type of Support Phone Number Web Address
AA Meeting Locator

NA Meeting Locator

(518) 252-2320

(518) 448-1776

www.aa.org

www.na.org

Caregiver Support www.capitalregioncaregiver.com

Depression and Bipolar 
Support Alliance

www.dbsalliance.org

Grief/Bereavement www.communityhospice.org

LGBTQ

Allied Pride Group for 
Peer Supports

(518) 462-6138 www.capitalpridecenter.org

NAMI (National Alliance 
on Mental Illness) for 
families and individuals 
affected by mental 
illness

Middle Earth Hotline

(518) 462-2000

(518) 447-5777

www.nami.org

Parenting/Family Issues nyspep.org

National Suicide 
Prevention Support

Samaritan Suicide and 
Crisis Prevention Hotline

The Capital Region’s 
Crisis Hotline

1-800-273-8255

518) 689-4673

1-855-293-0785 www.afsp.org/capitalregionny

Mental Health Peer 
Support

www.mhepinc.org

Post-Partum Support and 
Resources

shadesoflightps.org

CDPHP Behavioral Health Access Center representatives and case managers 
are also available to assist with locating resources to help support therapy 
efforts and can be reached by contacting our Behavioral Health Intake Line 
toll free at 1-888-320-9584.
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Medicaid Pharmacy Behavioral Health Carve-In
Effective July 1, 2016, behavioral health benefits offered to Medicaid members were expanded. The 
behavioral health pharmacy services previously covered under fee-for-service Medicaid through the 
Supplemental Security Income (SSI) program are now covered by CDPHP for members 21 and older.  
As noted below, medications are covered under the pharmacy benefit when a prescription is presented 
to a participating network pharmacy.

Injectable Anti-Psychotic Agents
Medicaid members may obtain injectable anti-psychotic agents through their medical or pharmacy benefit  
(to be shipped to the provider’s office).

MEDICATION PHARMACY BENEFIT MEDICAL BENEFIT

First-Generation (Typical) – Long-acting injections

Fluphenazine decanoate

Haloperidol decanoate

Covered under the pharmacy benefit Covered under the medical benefit

Second-Generation (Atypical) – Long-acting injections

Abilify Maintena

Invega Sustenna

Risperdal Consta

Zyprexa Relprevv

Covered under the pharmacy benefit with 
prior authorization

Covered under the medical benefit

Medication-Assisted Therapies for Substance Use Disorders
Except where otherwise prohibited by law, CDPHP will immediately authorize a seven-day supply of a prescribed drug or 
medication associated with the management of opioid withdrawal and/or stabilization. 

MEDICATION BENEFIT NOTES

Alcohol Use Disorder

Acamprosate calcium tablet Covered as a pharmacy benefit

Disulfiram tablet Covered as a pharmacy benefit

Alcohol Use Disorder and/or Opioid Dependence

Naltrexone tablet Covered as a pharmacy benefit

Vivitrol (extended release naltrexone) IM injection Covered as a medical benefit

Requires a prior authorization to be obtained through the 
pharmacy benefit (and shipped to the provider’s office)

Opioid Dependence

Zubsolv (buprenorphine/naloxone) sublingual tablet Covered with quantity limits

MEDICAID PRIOR APPROVAL PROCESS
The prior authorization form can be accessed by going to www.cdphp.com, navigating to  
Providers  Formulary  Medicaid Formulary, and clicking on the Medicaid Prior Authorization 
Request Form for Prescriptions. Fax the completed form to (518) 641-3208.
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Changes to Select Attention Deficient  
Hyperactivity Disorder Medications
There have been recent changes to the coverage of select attention deficient hyperactivity disorder (ADHD) medications on the 
commercial formularies, as well as the Medicaid Select/HARP formulary. Any previous step therapy requirements have been 
removed and all products have a monthly quantity limit of 60 units per month. Coverage for extended release methylphenidate 
products are as follows:

GENERIC NAME BRAND NAME MEDICAID FORMULARY 1 FORMULARY 2

Methylphenidate HCl ER Concerta QL QL, Tier 1 QL, Tier 1

Methylphenidate HCl ER Cap Metadate CD QL QL, Tier 1 QL, Tier 1

Methylphenidate HCl ER Cap Ritalin LA QL QL, Tier 1 QL, Tier 1

For additional details on medication coverage, please visit the Formulary section of the provider site on www.cdphp.com. 

Comprehensive Addiction and Recovery Act Update
In July 2016, President Obama signed the Comprehensive 
Addiction and Recovery Act (CARA) into law. Of particular 
interest are the changes to the law regarding office-based 
opioid addiction treatment with buprenorphine medications 
like Zubsolv and Suboxone, which combine buprenorphine 
with naloxone. 

The new law expands prescribing privileges for these 
medications to nurse practitioners (NPs) and physician 
assistants (PAs) for five years (until October 1, 2021). 
NPs and PAs will be required to complete 24 hours of 
training to be eligible for a waiver to prescribe, and must 
be supervised by or work in collaboration with a qualifying 
physician if required by state law. The Health and Human 
Services Secretary has 18 months to issue updated 
regulations governing how NPs and PAs will prescribe within 
office-based opioid addiction treatment programs. Final 
regulations are forthcoming. 

The new law also expands the maximum of 100 patients 
who can be treated per buprenorphine/naloxone prescriber 
to 275 patients, but this increased limit is only for eligible 
physicians. The eligible physician must possess a current 
waiver to treat up to 100 patients, must have maintained 
that waiver without interruption for at least one year, and 
meet one of the following requirements:

1. Hold additional credentialing, meaning board 
certification in addiction medicine or addiction 
psychiatry; or

2. Practice in a qualified practice setting, meaning a 
practice that: 

iii. Provides professional coverage for patient medical 
emergencies during hours when the practitioner’s 
practice is closed;

iv. Provides access to case management and referral 
services for patients;

v. Uses health information technology systems such as 
electronic health records, if otherwise required to;

vi.  Is registered for their state prescription drug 
monitoring program where operational and in 
accordance with federal and state law;

vii.  Accepts third-party payment for costs associated 
with providing health services; and

viii.  Does not have revoked Medicare enrollment 
and billing privileges under 42 CFR 424.535 or 
violations of the Controlled Substances Act pursuant 
to 21 U.S.C. 824(a). 
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FDA Requires Boxed Warning, Medication Guides for Opioids, Benzodiazepines
The Food and Drug Administration (FDA) will require boxed warnings on the label of opioid pain medications (including 
cough syrups containing opioids) and benzodiazepines, alerting patients and prescribers to the increased risk of 
extreme sleepiness, respiratory depression, coma, and death when opioid and benzodiazepines are combined. FDA 
officials report that the number of opioid patients receiving sedatives increased by 41 percent, or roughly 2.5 million 
patients, between 2002 and 2014. The FDA reported that from 2004 to 2011, the rate of emergency department visits 
involving non-medical use of opioids and benzodiazepines increased significantly, with overdose deaths from taking 
prescribed, or greater than prescribed doses, nearly tripling during that period.
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NONOPIOID TREATMENTS 
FOR CHRONIC PAIN

PRINCIPLES OF CHRONIC PAIN TREATMENT

Patients with pain should receive treatment that provides the greatest benefit. Opioids are not the first-line therapy for 
chronic pain outside of active cancer treatment, palliative care, and end-of-life care. Evidence suggests that nonopioid 
treatments, including nonopioid medications and nonpharmacological therapies can provide relief to those suffering 
from chronic pain, and are safer. Effective approaches to chronic pain should: 

Use nonopioid therapies to the extent possible 

Identify and address co-existing mental health
conditions (e.g., depression, anxiety, PTSD) 

Focus on functional goals and improvement, engaging
patients actively in their pain management 

Use disease-specific treatments when available (e.g., 
triptans for migraines, gabapentin/pregabalin/duloxetine 
for neuropathic pain) 

Use first-line medication options preferentially 

Consider interventional therapies (e.g., 
corticosteroid injections) in patients who fail 
standard non-invasive therapies 

Use multimodal approaches, including
interdisciplinary rehabilitation for patients who have
failed standard treatments, have severe functional
deficits, or psychosocial risk factors

NONOPIOID MEDICATIONS

MEDICATION MAGNITUDE OF
BENEFITS HARMS COMMENTS

Acetaminophen Small Hepatotoxic, particularly at 
higher doses First-line analgesic, probably less effective than NSAIDs

NSAIDs Small-moderate Cardiac, GI, renal First-line analgesic, COX-2 selective NSAIDs less GI toxicity

Gabapentin/pregabalin Small-moderate Sedation, dizziness, ataxia First-line agent for neuropathic pain; pregabalin approved for fibromyalgia

Tricyclic antidepressants and 
serotonin/norephinephrine 
reuptake inhibitors

Small-moderate

TCAs have anticholinergic 
and cardiac toxicities; 
SNRIs safer and better 
tolerated

First-line for neuropathic pain; TCAs and SNRIs for fibromyalgia, TCAs for 
headaches

Topical agents (lidocaine, 
capsaicin, NSAIDs) Small-moderate

Capsaicin initial flare/
burning, irritation of 
mucus membranes

Consider as alternative first-line, thought to be safer than systemic 
medications. Lidocaine for neuropathic pain, topical NSAIDs for localized 
osteoarthritis, topical capsaicin for musculoskeletal and neuropathic pain

LEARN MORE  |  www.cdc.gov/drugoverdose/prescribing/guideline.html



RECOMMENDED TREATMENTS FOR COMMON CHRONIC 
PAIN CONDITIONS 

Low back pain

Self-care and education in all patients; advise 
patients to remain active and limit bedrest

Nonpharmacological treatments: Exercise, cognitive 
behavioral therapy, interdisciplinary rehabilitation 

Medications 
 • First-line: acetaminophen, non-steroidal anti inflammatory 

drugs (NSAIDs) 
 • Second-line: Serotonin and norepinephrine reuptake inhibitors 

(SNRIs)/tricyclic antidepressants (TCAs)

Migraine

Preventive treatments 
 • Beta-blockers 
 • TCAs 
 • Antiseizure medications 
 • Calcium channel blockers 
 • Non-pharmacological treatments (Cognitive behavioral 

therapy, relaxation, biofeedback, exercise therapy) 
 • Avoid migraine triggers 

Acute treatments
 • Aspirin, acetaminophen, NSAIDs (may be combined 

with caffeine) 
 • Antinausea medication 
 • Triptans-migraine-specific 

Neuropathic pain

Medications: TCAs, SNRIs, gabapentin/pregabalin, 
topical lidocaine 

Osteoarthritis

Nonpharmacological treatments: Exercise, weight 
loss, patient education 

Medications 
 • First-line: Acetamionphen, oral NSAIDs, topical NSAIDs 
 • Second-line: Intra-articular hyaluronic acid, capsaicin 

(limited number of intra-articular glucocorticoid injections 
if acetaminophen and NSAIDs insufficient)

Fibromyalgia

Patient education: Address diagnosis, treatment, 
and the patient’s role in treatment

Nonpharmacological treatments: Low-impact aerobic 
exercise (e.g., brisk walking, swimming, water 
aerobics, or bicycling), cognitive behavioral therapy, 
biofeedback, interdisciplinary rehabilitation 

Medications 
 • FDA-approved: Pregabalin, duloxetine, milnacipran 
 • Other options: TCAs, gabapentin

LEARN MORE  |  www.cdc.gov/drugoverdose/prescribing/guideline.html



PRESCRIBING OPIOIDS 
FOR CHRONIC PAIN

ADAPTED FROM CDC GUIDELINE
Opioids can provide short-term benefits for moderate to severe pain. Scientific 
evidence is lacking for the benefits to treat chronic pain. 

IN GENERAL, DO NOT PRESCRIBE OPIOIDS AS THE FIRST-LINE TREATMENT FOR IN GENERAL, DO NOT PRESCRIBE OPIOIDS AS THE FIRST-LINE TREATMENT FOR IN GENERAL, DO NOT PRESCRIBE OPIOIDS AS THE FIRST-LINE TREATMENT FOR 
CHRONIC PAIN (for adults 18+ with chronic pain > 3 months excluding active cancer, 
palliative, or end-of-life care).

BEFORE  PRESCRIBING

1 ASSESS PAIN & FUNCTION
Use a validated pain scale. Example: PEG scale where the score = average 3 individual 
question scores (30% improvement from baseline is clinically meaningful). 
Q1: What number from 0 – 10 best describes your PAIN in the past week?              

(0 = “no pain”, 10 = “worst you can imagine”)
Q2: What number from 0 – 10 describes how, during the past week, pain has interfered 

with your ENJOYMENT OF LIFE? (0 = “not at all”, 10 = “complete interference”)
Q3: What number from 0 – 10 describes how, during the past week, pain has interfered 

with your GENERAL ACTIVITY? (0 = “not at all”, 10 = “complete interference”)

2 CONSIDER IF NON-OPIOID THERAPIES ARE APPROPRIATE
Such as: NSAIDs, TCAs, SNRIs, anti-convulsants, exercise or physical therapy, 
cognitive behavioral therapy.  
TALK TO PATIENTS ABOUT TREATMENT PLAN

3 • Set realistic goals for pain and function • Set criteria for stopping or continuing 
based on diagnosis. opioid. Set criteria for regular progress 

• Discuss benefits, side effects, and risks assessment. 
(e.g., addiction, overdose). • Check patient understanding about 

treatment plan.

4 EVALUATE RISK OF HARM OR MISUSE. CHECK:
• Known risk factors: illegal drug use; • Urine drug screen to confirm presence 

prescription drug use for nonmedical of prescribed substances and for 
reasons; history of substance use undisclosed prescription drug or illicit 
disorder or overdose; mental health substance use. 
conditions; sleep-disordered breathing. • Medication interactions. AVOID 

• Prescription drug monitoring program CONCURRENT OPIOID AND 
data (if available) for opioids or BENZODIAZEPINE USE WHENEVER 
benzodiazepines from other sources. POSSIBLE.

WHEN YOU PRESCRIBE
START LOW AND GO SLOW. IN GENERAL:
• Start with immediate-release (IR) • If prescribing ≥ 50 MME/day, increase 

opioids at the lowest dose for the follow-up frequency; consider offering 
shortest therapeutic duration. IR naloxone for overdose risk. 
opioids are recommended over ER/LA • For acute pain: prescribe < 3 day 
products when starting opioids. supply; more than 7 days will rarely   

• Avoid ≥ 90 MME/day; consider be required.
specialist to support management of • Counsel patients about safe storage 
higher doses. and disposal of unused opioids.



The Office of the 
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See below for MME comparisons. For MME conversion factors and calulator,
go to TurnTheTideRx.org/treatment. 

50 MORPHINE MILLLIGRAM 
EQUIVALENTS (MME)/DAY:

90 MORPHINE MILLLIGRAM 
EQUIVALENTS (MME)/DAY:

• 50 mg of hydrocodone (10 tablets of • 90 mg of hydrocodone (18 tablets of 
hydrocodone/acetaminophen 5/300) hydrocodone/acetaminophen 5/300)

• 33 mg of oxycodone (~2 tablets of • 60 mg of oxycodone (4 tablets of 
oxycodone sustained-release 15mg) oxycodone sustained-release 15mg)

 

AFTER INITIATION OF OPIOID THERAPY 
ASSESS, TAILOR & TAPER
• Reassess benefits/risks within 1-4 • If over-sedation or overdose risk, 

weeks after initial assessment. then taper. Example taper plan: 10% 
• Assess pain and function and decrease in original dose per week or 

compare results to baseline. Schedule month. Consider psychosocial support.
reassessment at regular intervals (≤ 3 • Tailor taper rates individually to 
months). patients and monitor for withdrawal 

• Continue opioids only after confirming symptoms.
clinically meaningful improvements in 
pain and function without significant 
risks or harm.

TREATING OVERDOSE & ADDICTION
• Screen for opioid use disorder • Learn about medication-assisted 

(e.g., difficulty controlling use; see treatment (MAT) and apply to be a 
DSM-5 criteria). If yes, treat with MAT provider at www.samhsa.gov/
medication-assisted treatment (MAT). medication-assisted-treatment. 
MAT combines behavioral therapy • Consider offering naloxone if high risk 
with medications like methadone, for overdose: history of overdose or 
buprenorphine, and naltrexone. Refer to substance use disorder, higher opioid 
findtreatment.samhsa.gov. Additional dosage (≥ 50 MME/day), concurrent 
resources at  TurnTheTideRx.org/ benzodiazepine use.
treatment and www.hhs.gov/opioids.

ADDITIONAL RESOURCES
CDC GUIDELINE FOR PRESCRIBING OPIOIDS FOR CHRONIC PAIN:
www.cdc.gov/drugoverdose/prescribing/guideline.html

SAMHSA POCKET GUIDE FOR MEDICATION-ASSISTED TREATMENT (MAT):  
store.samhsa.gov/MATguide

NIDAMED: www.drugabuse.gov/nidamed-medical-health-professionals

ENROLL IN MEDICARE: go.cms.gov/pecos
Most prescribers will be required to enroll or validly opt out of Medicare for their 
prescriptions for Medicare patients to be covered. Delay may prevent patient access 
to medications.

JOIN THE MOVEMENT 
of health care practitioners committed to ending the opioid crisis at TurnTheTideRx.org. 


